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Background: Diogenes syndrome is a behavioural disorder characterized by domestic squalor, extreme self-neglect,
hoarding, and lack of shame regarding one’s living condition. Patients may present due to a range of reasons.
Recognizing these will allow for earlier management of this high-mortality condition.
Case presentation: 61-year Caucasian female known with bipolar 1 disorder presented with manic symptoms. She
was very unkempt and foul smelling. After being admitted involuntarily, she requested that someone go to her
home to feed her pets. Her house was filled with garbage, rotting food, and animal feces. She had no insight into
any personal hygiene or public health problems.
Conclusions: Patients with Diogenes syndrome may be difficult to identify. Knowledge of the characteristics of
Diogenes syndrome can aid in earlier recognition of such individuals, in order to decrease morbidity and mortality,
and to improve public health.
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Diogenes syndrome (DS) is a behavioural disorder charac-
terized by domestic filth, or squalor, extreme self-neglect,
hoarding, and lack of shame regarding one’s living condi-
tion [1]. The approximate annual incidence of Diogenes is
0.05% in people over the age of 60 [2]. Affected individuals
come from any socioeconomic status, but are usually of
average or above-average intelligence [3]. It is often associ-
ated with other mental illnesses, such as schizophrenia,
mania, and frontotemporal dementia [4]. While no clear
etiology exists, it is hypothesized that it may be due to a
stress reaction in people with certain pre-morbid per-
sonality traits, such as being aloof, or certain personality
disorders, such as schizotypal or obsessive compulsive
personality disorder [5,6]. There are suggestions that an
orbitofrontal brain lesion may lead to such behaviours
[7], while others state that chronic mania symptoms,
such as poor insight, can lead to such a condition [4].
Although DS is not uniquely recognized in the Diagnos-
tic and Statistical Manual (DSM) of Mental Disorders, the
fifth version of the manual now identifies hoarding (syllo-
gomania), as a psychiatric diagnosis [8]. Syllogomania is
differentiated from Diogenes in that other characteristics* Correspondence: jdi974@mail.usask.ca
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article, unless otherwise stated.such as the squalor and neglect are present in DS [9]. Mor-
tality is increased in these patients, with a 46% five-year
death rate [1], which is commonly due to physical illnesses
such as pneumonia. This is subsequent to self-neglect, poor
infection control practices, nutritional deficiency, and lack
of presentation to medical care. These individuals self-
isolate, and therefore may not be found until much later
post-mortem. This can make specific causes of death difficult
to determine [10]. This paper identifies that these patients
can present due to a variety of reasons, and sometimes only
by chance. Keeping this constellation of symptoms in mind
will allow for a more prompt diagnosis and initiation of
management of these clients.Case presentation
A 61-year-old obese Caucasian female with a previous his-
tory of bipolar 1 disorder and hypothyroidism, presented
for an out-patient psychiatric follow-up review accompan-
ied by her Community Psychiatry Nurse. She was found to
have pressured speech, elated mood, increased energy, and
very poor personal hygiene. She was disheveled, unkempt,
wearing dirty clothes, and was foul smelling. She was very
agitated, and was verbally and physically abusive to staff.
She had no insight, and refused any form of treatment.
She was diagnosed with having a manic relapse secondary
to non-adherence to medication, and was involuntarily ad-
mitted to the in-patient psychiatric ward. Complete blooded Central Ltd. This is an Open Access article distributed under the terms of the
/creativecommons.org/licenses/by/2.0), which permits unrestricted use,
, provided the original work is properly credited. The Creative Commons Public
mons.org/publicdomain/zero/1.0/) applies to the data made available in this
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were all within normal limits. Thyroid stimulating hor-
mone was slightly elevated, although T4 was within nor-
mal limits. Vitamin B12 was on the low end of normal.
She was re-started on her previous psychiatric medication,
namely divalproex and clonazepam.
The following day she was adamant about having to go
feed her cats and dogs, and eventually gave permission for
a Community Mental Health Nurse enter her house to
attend to her pets. Upon entering the house, it was found
to be in complete disarray. The house was crammed with
filthy clothes, garbage, dirty dishes, and rotting food. There
was no kitchen sink in sight, and it looked as if some dishes
were being cleaned in the toilet (see Figures 1 and 2). Any
clear space of floor was strewn with cat and dog feces. An
unbearable stench emanated from the entire two-story
home. Upon questioning the patient regarding the state of
her home and personal hygiene, the patient had no insight
into any problems. At this time, a diagnosis of Diogenes
syndrome was suspected.
Diagnosis of DS can be difficult as no one constellation of
symptoms has been established. Hoarding, which can occur
in DS, can also be found in many psychiatric conditions
such as obsessive-compulsive disorder (OCD), schizophre-
nia, dementia, and others [11]. The act of accumulation inFigure 1 Bathroom. This is the state in which the bathroom was
found in the patient’s house. The patient had been using the toilet
for both toileting and periodically washing her dishes.
Figure 2 Living room. The patient’s living room was filled with
dirty clothing, old newspaper, and animal feces.DS is more likely ego-syntonic however, in contrast to
the anxiety and intrusive thoughts that accompany col-
lection in OCD [12]. DS can be distinguished from person-
ality disorders in that the personality in DS deteriorates,
while the true personality disorder does not [13]. Self-
neglect can also be a part of dementia, schizophrenia,
OCD, and affective disorders [11]. Frontal lobe demen-
tia tends to occur approximately 10 years prior to the
typical age that DS patients are affected though [13]. A
diagnosis of schizophrenia can include delusions, hallu-
cinations, and disorganized speech [14], which are not
classical characteristics of DS. Clearer delineations
between disorders need to exist however. An alterative
suggestion was that DS “may be a final common path-
way of different psychiatric disorders” [15].
Management of DS can be difficult, as patients often
deny that there is a problem, may refuse any help, and can
present late to medical attention [16], often in crisis. Ethical
and legal issues can then arise, such as finding a balance
between autonomy and beneficence [17]. For example, a
patient’s notion of self-neglect can be quite different than
the view of their healthcare provider [13]. Public Health
issues may also arise concerning the patient’s housing. Fire,
mould, and biological material can pollute the surrounding
environment, so the health of nearby residents needs to be
considered.
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the patient’s resistance to aid. A physical exam should be
completed. Blood tests may include potassium, calcium,
vitamin B12, iron, thyroid stimulating hormone, folate,
and albumin [11]. Functional inquiries and cognitive
testing may be useful. Treatment usually begins by looking
at any other possible psychiatric issues such as mania or
psychosis. Risperidone has been suggested for use in DS
even when there are no underlying psychotic features [11].
Other pharmaceuticals that may be of benefit include zol-
pidem for sleep, paroxetine for hoarding, and sodium val-
proate or quetiapine for secondary bipolar disorders [11].
Flexible outpatient treatment through community care
providers is preferable if there is little risk to the patient or
to others [2]. This can include counseling and cleaning
services, and individualized case management [18]. The
mental health act can be used if difficulties are experi-
enced in managing higher-risk patients. If management is
not conducted in a sensitive manner, patients will simply
return to the same living condition, with much more
resistance to support and follow-up.
The prognosis of affected individuals depends on their
capability of re-integrating into society, and often relies on
the patients making small changes away from unhealthy
living conditions [19]. Other poor prognostic factors
include poor physical health, which may already be
advanced due to neglect, and early age at onset.
As time progressed as an in-patient, the patient’s
mood settled, although she remained guarded, with little
insight into her self-care. The patient required persistent
and gentle pressure in order to even start thinking about
de-cluttering and improving her personal hygiene. She was
eventually persuaded to allow a company to help her clean
her home, at a cost of $8,073. The patient was present at
the clean up. The sink was eventually found under a large
pile of debris. The patient is now living at home, and receiv-
ing close follow-up with her Community Psychiatry Nurse
and Psychiatrist. It remains to be seen whether these
interventions will make any long-term impact to her living
condition and health.Conclusions
This case illustrates the importance of suspecting
Diogenes syndrome when elderly patients present with
certain non-specific symptoms that may otherwise be
disregarded. These include patients who are unkempt
and malodorous, with personality traits of being un-
friendly, detached, or suspicious. Such characteristics
can also be related to multiple other psychiatric condi-
tions. Timely diagnosis and respectful management may
reduce both acute and chronic physical illness, increase
personal and home hygiene and safety, and improve
public health outcomes.Consent
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